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State Plan Under TitleXIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medical and Remedial Care and Services: Inpatient Hospital 


(f)Subjecttoavailabilityoffunds,hospitalslicensedbytheStateofNorthCarolinaand 
reimbursed under the DRG methodology for more than 50 percent of their Medicaid 
inpatient discharges for the fiscal years ending September30 and thereafter, that arenot 
qualified public hospitals defined in Subparagraph (e)(2)(A) above; that operate Medicare 
approved graduate medical education programs and reported on cost reports filed with the 
Division Medicaid costs attributable to such programs; and that incur unreimbursed costs 
for providing inpatient and outpatient servicesto uninsured patients in an amount in excess 
of Two Million Five Hundred Thousand Dollars ($2,500,000.00) shallbe eligible for a lump 
sum payment for the period from September18,2000 through September30,2000, and 
lump sum payments for subsequent fiscal years calculated and paid no less frequently than 
annually and no more frequently than quarterlyin amounts or percentages determined by 
the Director of Medical Assistance, for periods preceding or followingthe payment date 
subject to the following provisions: 

(1) Qualification for 12 month periods ending September 30 of each year shall be based 
- o n h  most recent cost report data and uninsured patient data filed with and certified 

to the Division by hospitals of any payment underat least 60 days prior to the date 
this paragraph. 

(2) 	 To ensurethatthepaymentsauthorizedbythisParagraph do not exceedthe 
applicable upper limits such payments (when added to Medicaid payments received 
or to be received for these services) shallnot exceed for the twelve month period 
ending September 30 of the year for which payments are made the applicable 
percentage of: 

(i)thereasonable cost of inpatienthospitalMedicaidservices,plus 

(ii)thereasonabledirect and indirectcostsattributable to inpatient 
Medicaid services of operating Medicare approved graduate medical 
education programs. 

A. 	 Thephrase"applicablepercentage"refers to theupperpaymentlimitasa 
percentageofreasonablecostsestablishedby42 C.F.R. 447.272for 
different categories of hospitals. 

B. 	 Reasonablecostsshall be ascertained in accordancewiththeprovisionsof 
the MedicareProviderReimbursementManualasdefinedonpage 9, 
Subparagraph (b) ofthis State Plan. 

TN. NO.00-18 ApprovalDate MAY 2 ZOO1 Eff. Date09/18/00 
Supersedes 
TN. No. NEW 
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State Plan UnderTitle XIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medical and Remedial Careand Services: Inpatient Hospital 


C. 	 Thephrase“Medicaidpaymentsreceivedortobereceivedforthese 
services” shall exclude all Medicaid disproportionate share hospital payments 
received or to be received, but shall includeall Medicaid payments received 
other than disproportionate share hospital payments, calculated after any 
payments made pursuantto Paragraph (e) of this Plan. 

(3) 	 Under no circumstances shall the payment authorized by this Paragraph exceed a 
percentage of the hospital’s unreimbursedcost for providing services to uninsured 
patients determinedby the Division under Paragraph(j)(3)or (4) of this State Plan. 

(4) 	 PaymentsauthorizedbythisParagraph shall be madesolely on the basis ofan 
estimate of costs incurred and payments received for Medicaid services during the 
for the period for which payments are made. The Director of the Division of Medical 
Assistance shall determine the amountof the estimated paymentsto be made by 
analysis ofcosts incurred and payments received for Medicaid services as reported 

- on the most recent cost reports filed before the Director‘s determination is made and 
supplemented by additional financial information available to the Director when the 
estimated payments are calculated ifand to the extent that the Director concludes 
that the additional financial information is reliable and relevant. 

TN. NO.00-18 ApprovalDate MAY 2 4 2001 Eff. Date 09/18/00 
Supersedes 
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State Plan Under TitleXIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medicaland Remedial Care and Services: Inpatient Hospital 


(5) 	 To ensure that estimated payments pursuant to the preceding Subparagraph do not 
exceed the aggregate upper limit to such payments established by applicable federal 
law and regulation (42C.F.R. 447.272), such payments shall be cost settled within 
12 months of receipt of the completedand audited Medicare/Medicaid cost reports 
for the period for which such payments were made. The cost settlement shall be as 
described in Paragraph (e)(5)of this State Plan. 

(6)  	 ThepaymentsauthorizedbythisParagraphshall be effective in accordancewith 
G.S.108A-55(~). 

- i  

Date 09/18/00TN. NO. 00-18 Approval MAY Eff. Date 
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State Plan Under TitleXIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medical and Remedial Care and Services: Inpatient Hospital 

(f) 	 Subject to availability of funds, hospitals licensed by the State of North Carolina and 

reimbursed under theDRG methodology for more than50 per centof their Medicaid 
inpatient discharges for any fiscal year ending September 30, commencing with 
September 30, 2000 that are not qualified public hospitals defined in Subparagraph 
(e)(l)(A) above;thatoperateMedicareapprovedgraduatemedicaleducation 
programs and reported Medicaid costs attributable to such programs to the Division 
on cost reports forfiscal years endingin 1995 through 1999;and that incur for the 
12 month period ending September 30, 1999, unreimbursed costs for providing 
inpatient and outpatient servicesto uninsured patients in an amount in excess of 
Two Million Five Hundred Thousand Dollars ($2,500,000.00) shallbe eligible for a 
lump sum payment subject to the following provisions: 

(1) 	 Qualification for any 12 month period ending September 30 shall be based 
on cost report data and uninsured patient data certified to the Division by 
hospitals on or before September 1 of each year, for the fiscal year ending 
in the preceding calendar year. 

(2) 	 To ensure that the payments authorized by this Paragraph for any fiscal year 
do not exceed the upper limits established by 42 C.F.R. 447.272: 

(i) 	 SubjecttothelimitationsinSubparagraph (5), below,thelumpsum 
payment shallbe the reasonablecost of inpatient hospital Medicaid 
services, plus 

(ii)Thereasonabledirectandindirectcostsattributabletoinpatient 
Medicaid servicesof 

TN. NO.00-18 Approval Eff. Date 09118/00Date 
Supersedes 
TN. No. NEW 
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State Plan Under Title XIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medical and Remedial Care and Services: Inpatient Hospital 

operating Medicare approved graduate medical education programs, 

less Medicaid payments received or to be received for these services. 

Reasonable costs shall be ascertainedin accordance withthe provisions of 
theMedicareProviderReimbursementManual as definedonpage 9, 
Subparagraph (b)of this State Plan. 

The phrase“Medicaidpaymentsreceivedor to be receivedforthese 
services” shall exclude all Medicaid disproportionate share hospital payments 
received or to be received,but shall includeall Medicaid payments received 
other than disproportionate share hospital payments, calculated after any 
payments made pursuant to Paragraph (e) of this Plan. 

Under no circumstances shall the payment authorized by this Paragraph 
exceedapercentage of thehospital’sunreimbursed cost forproviding 
services to uninsured patients determined by the Division under Paragraph 
(j)(3)or (4) of this State Plan. 

Payments authorized by this Paragraph be made solelyon the basis of 
an estimate of costs incurred and payments receivedfor Medicaid services 
during the fiscal year to which the payment relates. The Director of the 
Division of Medical Assistance shall determine the amount of the estimated 
payments to be made by analysisof 

Approval Eff. Date 09/18/00DateTN. NO.00-18 
Supersedes 
TN. No. NEW 
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State Plan Under TitleXIX of the Social Security Act 
Medical Assistance Program 
State:NORTHCAROLINA 

Payments for Medical	and Remedial Careand Services: Inpatient Hospital 
costs incurred and payments receivedfor Medicaid services as reported on 
cost reports for fiscal years ending during the calendar year preceding the 
year to which the payment relatesfiled before September 1 of the year to 
whichthepaymentrelates,andsupplementedbyadditionalfinancial 
informationavailable to theDirectorwhen the estimatedpaymentsare 
calculated if and to the extent that the Director concludes that the additional 
financial information is reliable and relevant. 

7) 	 To ensure that estimated payments pursuant to the preceding Subparagraph 
do not exceed the state aggregate upperto such payments established 
by applicable federal law and regulation(42 C.F.R. 447.272), such payments 
shall be cost settled within12 months of receipt of the completed cost report 
for the year for which such payments were made. The cost settlement shall 
be as describedin Paragraph (e)(5)of this State Plan. 

(8) 	 The payments authorized by this Paragraph shall be effective in accordance 
with G.S. 108A-55(c). 
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